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Anyone who has watched the removal of a
limb in the operating theatre will have
experienced the sinking feeling that accom..
panies the final irretrievable severance of the
part. It is not difficult, therefore, to imagine
the feelings of the patient who recovers from
the anaesthetic minus a linJ.b, in a deal of
pain, and facing an incomprehensible future.
Over the last decade this gloomy picture
has been largely dispelled as the result of the
concept of the immediate post operative pros-
thesis (or rigid dressing).
I think we should be clear in our minds
that the procedure is not merely a product of
the instant era, like instant tea or instant
porridge, but a planned approach to reducing
pain, post surgical oedema, delayed healing,
flexion contractures, mental distress and pro~
longed 1088 of function.
The details of the method of application
have been described in the literature on
numerous occasions (Berlement 1961, Bur..
gess 1967, Klein 1970) and will not he
detailed here, but there are two features in
the concept, based on sound physiological
plinciples, that produce beneficial results.
The rigid dressing is supporting the wound
at rest, while the distal compression produced
by the primary elastic plaster of Paris wraps
control oedema, thereby aiding circulation in
eliminating the vicious cycle of oedema, cir..
culating embarrassment, increased oedema,
etc. These factors virtually eliminate pain
and promote healing. The absence of pain
permits of greater activity on the part of the
patient who no longer, for example, needs to
hold his above knee stump in the undesirable
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position of flexion, abduction and external
rotation, in the effort to relieve pain and
spasm.
In the absence of peripheral vascular dis-
ease, patients can commence some weight
bearing after 24 hours and are usually am-
bulating quite actively within 4 or 5 days. In
a series conducted by the Repatriation
Department some years ago, one young pa..
tient returned to work within three weeks of
his above knee amputation (Klein 1970). The
Dluscle activity during early amhulation pre~
eludes flexion contractures, aids venous
return, promotes healing and provides rapid
nlaturation of the stump.
However, in that 70% ..90% of peace time
amputations occur in the lower extremity
resultant on senile gangrene, it is the appli-
cation of this procedure to the geriatric
patient with vascular disease that is of prime
importance.
Following the introduction of this
approach to treatment, it soon became
apparent that while in some hands the resuIts
in patients with vascular disease were aston..
ishingly successful, in others the failure rate
was high.. While this might well have been
due to poor techniques and certainly, in many
instances, was due to "poor ancillary help
and failure of the (surgeon) to be intimately
concerned with supervision of the total treat-
nlent" (National Academy of Sciences 1968),
there was, as yet, some unexplained factor
which caused this discrepancy. Of two
patients of almost identical ages, states of
health and sites of amputation, one wound
might be healed by first intention when the
dressing was removed, and the other
necrotic, both patients having been equally
active, free from pain and apyrexial.
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In dealing with the geriatric patient sur-
gically, there is little latitude, and it is
obvious that gentle handling of tissue, scrupu-
rous attention to haernostasis and tidy skin ap~
position without tension are mandatory.
Clinical judgment is the key to site and if
the skin bleeds reasonably at below knee level,
this is most llikely to heal irrespective of the
absence of popliteal pulses or the appearance
of arteriograms (Tracy 1966). It can be
assumed that in the majority of cases these
criteria apply.
There is nothing arcane about the applica-
tion of the socket or rigid dressing. The distal
wound is pad1ded with fluffed gauze, or poly-
urethane foam, bony prominences in the below
knee site (patella, tibial crest, etc.) protected
with felt and the whole stump wrapped with
elastic plaster of paris ban,diage.. The object
is to obtain a pressure gradient providing
very firm distal pressure tapering off to
nloderately firm pressure proximally.. The
primary elastic wrap is reinforced with stan-
dard plaster of paris bandages. With below
knee amputation the wrap is carried above the
knee joint.
In above knee amputation Burgess (1967),
who has undertaken the largest series and
whose methods are followed by most groups,
distorts the proximal area of the wrap to
form a quadrilateral top to the socket using
a casting fixture. Doctors in the Repatriation
Department prefer to use a shallow pre-
formed 'inlet' of plastic laminate, as it is
consi,dered that when deforming the proximal
areas of the plaster, there is a tendency to
push tissue out of the socket. When using a
plasti~ inlet, which is prepositioned proximal-
ly under the ischial tuberosity and gluteals,
all tissue can be pulled through the inlet
when the distally protruding stump and inlet
itself are wrapped in plaster. Below knee
sockets are suspended from a waist belt and
above knee sockets from a body corset and
shoulder strap.
Despite the fact that the experience of
some groups who encourage very early
ambulation has been quite favourable, others
have reported less favourable results.
One feature gradually became apparent,
namely, that patients undergoing amputation
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for ischaemic gangrene did not show the
expected response to a necrosing wound. Lack
of pain, temperature or increased pulse rate
do not guarantee that all is well beneath the
rigid dressing.
Burgess (1967), therefore, either confine3
weight bearing on the immediate prostheses
to 201bs" for the first 14 days in patients with
vascular disease, or avoids any weight bear-
ing untif after the first change of dressing and
examination of the wound.
However, Burgess does not advocate ischial
bearing for the above knee socket.. He con-
siders that the weight transmitted to the
stump and consequently to some degree to the
wound, should he dependent on the weight
borne on the prosthesis. It is a personal
opinion that above knee patients should carry
their body weight on the ischial tuberosity
and gluteals with the amount of pressure
applied to the distal stump and wound area
being related to the tension applied in the
original plaster wrap. If the patient is ischial
and gluteal bearing, there is basicalfy little
difference whether he stands, sits or lies in
bed~ particularly if all tissue is inside the
brim of the socket. In fact, it is considered
that patients gain by the stimulation of
venous return resuftant on the intermjttent
muscle contraction during ambulation, even
if ambulating with mechanical aids.
Similarly, it is considered that the reason
for some of the poor results in below knee
patients with vascular disease who undertake
very early ambulation may well be related to
insufficient weight relief of the distal stump
area because the wrap d10es not extend suf-
ficiently proximally over the thigh.
In order to define the place of rigid dress-
ing, and early amhulation in the treatment of
amputations secondary to vascular disease,
Mooney et al (1971) undertook a compara~
tive study of the results with conventional
soft dressings, rigid dressing and rigid
dressings with early ambulation. All patients
were diabetics andl all amputations (182)
\vere performed below the knee although
vlhether the main component in each case was
inflammatory or ischaemic is not clarified.
The three types of dressing were used in two
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monthly sequences over two years, so that for
any two month period all patients were
treated post-operatively by one of these
methods.
The results are intriguing in that while 7%
of the total 182 patients required revision to
above knee, the most successful restoration of
function occurred in patients who undertook
early ambulation. In terms of wound healing,
however, those patients treated with a rigid
dressing without early ambulation fared best.
The conventional soft dressings produced the
poorest functional result and the highest per w
centage of revision (221%). However, when
the functional restoration is reconsidered in
relation to the time taken to reach the stage
of wearing a definitive prosthesis, namely 32
weeks for patients avoiding early ambulation
and 34 weeks with early ambulation, the
margin is small.
To achieve the earliest function with mini-
mum morbidity, one should undoubtedly use
a rigid dressing but avoid early amhulation
in amputations resultant on vascular disease.
However, avoiding early ambulation reduced
the success rate by some 10% (74% with
early walking versus 65% avoiding early
weight bearing) and one cannot but conclude
that there is some facet in the total technique
that warrants further investigation and this
nlay well be weight relief from the distal
stump area"
One feature has been manifest in all series.
namely that unsuccessful results will accrue
unless the paramedical personnel are fully
aware of the requirements of the procedure
and the surgeon provides continuous super-
v~sion of the total treatment.
If the normal approach to comprehensive
management is observed, there is ample
evidence that this procedure will promote
healing.
Pederson (1968) has aptly stated that the
problem of the geriatric amputee is "the
problem of the preservation of the knee
joint", an observation with which nobody
could disagree, yet a survey in Australia
(Caine 1967) suggested that only 20% of
patients between the ages of 60 and 80 years
undergoing amputation for ischaemia escaped
with their knee joints intact. Burgess, on the
other hand, is able to save the knee j oint in
86% of amputations occurring in patients
with senile ischaemia. Whether this is solely
due to the application of immediate post
operative prosthesis or meticulous attention
to total treatment is a moot point but what-
ever views one may have on the commenda~
bility or condemnability of the immediate
post operative prosthesis, there is ample
evidence that during the evaluation a tremen-
dous benefit has accrued to the largest group
of patients undergoing amputation today.
The permission of the Chairman of the Re-
patriation Commission to present this
nlaterial is acknowledged.
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